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THE DIVISION OF HEALTH OF MISSOURI
ALED MAR 4 1950 STANDARD CERTIFICATE OF DEATH

REG. DIST. uo.___ﬁ_rmmav REG. DIST. no._QLZ_b_. Registror's No /7" ,q

B1RTH NO. N

®1O7

Statre File No.

1. PLACE OF DEATH
a. COUNTY .
¢. LENGTH OF

b. CITY {1 outside co: s umu.. write RURAL sod give

2. USUAL RESIDENCE (Whers decensed lived. If institgtios: residense before

a. STATE b. COUNTY g 3 sdiiwlon).
X
c. ng’ (If cutside eorporate limits, write BURAL acd give o) 5~

138, FATHER'S NAME 130, MOTHER' S MATDEN

V[ oinus Qo_n-Fo{d

OR A
TR, R 3 townabip)| STAY (n this place) TSR 3 zf-’]/ ,‘7:9
d. FULL NAME OF (I not ia boepital or inatitution, give sirect addrems or loeation) . STREET (If rural, give loaation) L
HOSPITAL O . P % ADDRESS ; -
INSTITUTION. Tmires ggfgge iy Rt ya) Tmues nilape.
3 NAMEOF Ia_-u_ﬂm) B. (Muddle) < e Lasn) | COAE  (Moat) (Dap)  (Yes)
{ Type or Print) VWS Sanéord Ty, | oeam Fal—, 19 1958
5. SEX 6. COLOR OR RACE | 7. mﬁ)ﬁg. EWSECQERR?E' 8. DATE OF BIRTH 5. AGE ds mn o vea ) TR | F weln 4 s,
: i LD (8 } ’ o Duys | Hours | Min
f_w Juiy 13,1973 ~ 7t ™ |
10a. USUAL OCCUPATION (Gibve kind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTH (Bate or lorelcn oountry) 12, GITIZEN OF WHAT
duow during most of working 1ife, sven if retired) DUSTRY COUNTRYt
Fayming Faxr;n v s IO ¢ w.S.4
NAME ~ 14. NAME OF HUSBAND OR WIFE N

the mode of diing, such
ot beart failure, asthenia,
ec. It meons the dis-

rise to the abope cotse
the underiying couse last

mw w y -u.l-

I5. WAS DECEASED EVER 1N U.S. ARMED FORCES? ‘ 16." SOCIAL SECURITY | 17. INFORMANT" r? OR NAME ADDRESS
. 0o, or unknown} | ([f yes, xive war or dates of service) 3
e et — Itine. Wiateed J uJonL &!&- &‘&,
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
 Enter only oneceusoper | I, DISEASE OR CONDITION _ ‘ %"3“ AND DEATH
line fex (), (b), end (¢ | D'RECTLY LEADING TO DEATH® (5
« T does mot meon | ANTECEDENT CAUSES "' o .
Morbid conditions, if any, gtving DUE TO (b)_ Ead/X

-

. K./. .9,‘0 -

ease, fnfury, or plice-

tion which eaused death. | 11, OTHER SIGNIFICANT CONDITIONS
Conditions contributing to the death but not

related Lo the diseass or condition cousing death.

éZﬁZZ%ZiZJ.

X0

19a. DATE CF OP_lE_Il'\'on?i 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
. ves () wo [

21a. ACCIDENT {Bpecity) 21b. PLACE OF INJURY (ex..inorabout | 21c. (CITY, TOWN, OR TOWNSHIP) {COUNTY) {STATE)

SUICIDE boma, farm, fastory, sueest, office bldr., ste.)

HOMICIDE
21d. TIME (Monthy (Day) {(Yesr) (Hour) 21e. INJURY OCCURRED 211, HOW DID INJURY OCCUR?

oF WHILEAT[—] NOT WHILE

INJURY WORK AT WORK

2. I hereby certify that I gtended the deceased from

M_, ;-:

194570 to M, 19_6:(), that I last saw the deceased

WRITE PLAINLY—USING UNFADING BLACK INK—MAEKE A PERMANENT RECORD

alive on gl J2E 20 | 1940, and that death ‘occurred at m., from the causes and on the date slated above.
2a. SIGNATURE ( ortitle) | 23b, ADDRESS MW Z3c. DATE SIGNED
2920 >y VY/,/ /3
IONBlRJ 5 u' amcnsm- 24b, DATE Z4c, NAME OF CEMETERY OR CREMATORY | 244, TION (Oity, town, or county) (5tate)
M)
T’sunar_ Eeb, 1 (45 LTy fz_mete.rq C.KSOTI Tl
DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE l"l,ﬁ(, =. y BIR ADORESS \
REG. g ! 2
2 ~20-]930 Mﬁwo . .,
. m'l Staternent on Réverse /Side) v




M3TRIST HEALTH OFFICE No.d
NJV 24 1952 File il

250~ 27 2

STATEMENT BY LICENSED EMBALMER

working under my personal supervision.

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of by

Student Embalmer No.

Slmed%@ﬁ
......... E AL eI UL

Licensed Embatmer No

P. O

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN
the above constitutes grounds for revocation of license.)

. Address

......

WRITING. (Failure to comply witl

If this body is not embalmed, fact should be 50 stated above



